Background: Making diagnostic and therapeutic decisions is a critical activity among physicians. It relies on the
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n their professional practice, physicians must constantly make decisions, whether to prevent, diagnose, prescribe further tests, or provide treatment. They make these decisions through their ability to activate cognitive processes and knowledge within the context of clinical reasoning. This ability to reason forms the core of medical professional competence. [1] [2] [3] [4] Many researchers thus consider that reasoning errors are the source of most diagnostic errors and adverse events that take place in a context of clinical practice. [5] [6] [7] [8] This is particularly the case in the field of emergency medicine. Emergency medicine is indeed one of the specialties in which not only physicians' diagnostic activity is the densest, but also in which the rate of diagnostic errors is highest. [9] [10] [11] [12] In almost all cases, these errors involve dysfunctional reasoning, which is often the only cause of misdiagnoses. 7 Therefore, according to Croskerry, 13 clinical reasoning "critically defines the performance of emergency department physicians and, ultimately, the overall function and efficacy of the emergency department." This led some researchers to launch a call to undertake work aiming at better understanding how emergency physicians reason. 8 Decision making in medicine has preoccupied researchers greatly since the inaugural work carried out by Elstein et al. 14 at the end of the 1970s. 3 In spite of several decades of research into this theme, understanding the reasoning behind decision making still represents an extraordinary challenge, because cognitive processes are, by definition, unobservable and partly activated unconsciously, which explains the difficulty physicians have in describing them. 1, [15] [16] [17] [18] Understanding the cognitive processes and knowledge brought into play during decision making therefore represents many different challenges for researchers. 1 In this article, we first describe existing methods used to study decision making in emergency medicine, including reasons justifying the development of our novel approach. We then describe the approach we piloted and summarize key findings from our experience.
QUALITATIVE METHODS FOR EXPLORING CLINICAL REASONING
Several methods of investigating clinical reasoning are described in the literature. 19 Qualitative methods are often used in opposition to quantitative methods. In recent years, the dominant use of quantitative methods to explore clinical reasoning has been the subject of much criticism. They mostly consist of highly controlled experimental studies, which makes it difficult to capture the reasoning in all its complexity and richness and to translate the results into actual clinical practice. 20 Qualitative methods essentially consist of think-aloud protocols (subjects are usually asked to verbalize aloud what they think when reading a written patient's case), retrospective protocols (when subjects are asked to verbalize their reasoning after reading a case or after a situation occurred), and ethnographic observations. They have the following characteristics: 19 • The data are collected in real-life or close to real-life situations.
• Cases for which decision making is studied are usually unique for each subject, which leads to a detailed description of reasoning of health professionals.
Qualitative methods are increasingly considered to be valid methods for studying clinical reasoning. 19 They have been increasingly used in recent years, which has particularly led to exploration of the major influence of context in decision making.
THE INFLUENCE OF CONTEXT IN DECISION MAKING
The word "context" refers to the environment in which the physician treats a patient (e.g., hospital, private practice, or at home), the circumstances of the consultation (e.g., a scheduled appointment or an emergency consultation), and the specifics of this consultation (e.g., relative to time constraints, available resources, and whether or not a third party was present). [21] [22] [23] In connection with situated cognitive theories, it has been shown that the context in which a physician makes decisions has a major influence on his reasoning. 17, [24] [25] [26] [27] In fact, context is considered to be one of the main factors affecting decision making. 24 Gruppen and Frohna 27 wrote that "a growing body of research outside of medicine demonstrates that problem solving in real-world settings typically places a heavy reliance on the environment, both to support problem-solving activities and to modify the problem solving process to fit the demands and constraints of the situation." Durning et al. 25 thus consider that "basically, we cannot fully understand clinical reasoning and its implications without taking into account the context in which it takes place."
The practice of emergency medicine is associated with many contextual specificities, which make it a unique working place, sometimes referred to as "chaotic." 28 Among these specificities is the need to manage several patients simultaneously and to quickly identify in these patients the nature and severity of the problem. This environment is also characterized by a high level of uncertainty, which must not delay decisions, especially therapeutic. 29 Despite this, emergency physicians' clinical reasoning has received very poor attention with regard to the other determinants of their performance, 8, 22 since "historically, a greater emphasis has been placed on what [emergency physicians] do rather than on what, or how, [they] think." 22 A line of study used for clinical reasoning and decision making has therefore developed on the basis of the idea according to which "situations involving human actions are comprehensible only in the context where they occur" 19 and "clinical work must be examined 'in the wild', in its natural setting, including especially all the messy details that are normally ignored." 30 According to Wears, "Understanding how clinicians' minds work in actual settings dealing with actual problems under actual constraints lies at the heart of any effort to improve the safety, quality, or efficiency of care." 30 As part of an "interpretive" approach to research on clinical reasoning, this line of study mostly uses qualitative methods. These particularly include so-called "ethnographic" methods, which are used to study reasoning in a naturalistic setting.
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THE ETHNOGRAPHIC APPROACH
The fact that data are collected in a naturalistic setting, i.e., as part of normal medical practice, resembles an "ethnographic" procedure. 31, 32 This idea of ethnography, which developed particularly during the 1970s, is used to collect a large quantity of data within a limited time, when it is coupled with video, thus facilitating the observer's work.
Moreover, targeted ethnography combined with video facilitates the identification of "certain elements of (partly embodied) knowledge relevant to the activity on which the study focuses," 31 which is particularly pertinent with respect to the intuitive cognitive processes used in decision making. Therefore, according to Unsworth, "focused ethnography is an ideal method to study clinical reasoning, given the emphasis on understanding what participants think that they are doing and why they are doing it." 32 The use of video is a core feature of methods used to investigate clinical reasoning in an authentic setting (i.e., actual clinical environments where physicians manage patients in their everyday practice). According to Wears and Schubert, 30 "Video-reflexive ethnography is particularly well suited to illuminate the intricate relationships that emerge in the context of interprofessional clinical work."
THE USE OF VIDEO IN STUDYING CLINICAL REASONING
The use of video to help subjects explain their reasoning was initially described by Kagan. 33 It has grown significantly since the end of the 1990s, coinciding with the emergence of studies carried out in the authentic setting of medical practice. 34 Video is considered to be the most efficient tool for retrospective exploration of reasoning in an authentic setting-compared with memory alone or audio only recordings-in that the person interviewed after completion of the activity can rely on the video to explain his thoughts. 35 Omodei and McLennan thus highlight that "the procedure [. . .] has potential application wherever decision making in complex information-rich environments is of research or training interest. For example, the procedure has clear potential for investigating the decision making [. . .] used by emergency services personnel at accident and disaster sites." 35 To explore decision making in a clinical environment, video is conventionally used from an external perspective, meaning that a camera is positioned in a corner of the room in which the consultation takes place. It therefore records both the people present and their activity. This type of recording has a certain number of limits (Table 1 ):
• It is not very appropriate to studying decision making in environments in which people are frequently moving around quickly, 33, 34 which is the case in the practice of emergency medicine.
• It provides an overall view of the situation but does not capture the "details" that may be observed and included by the caregiver in his reasoning process, 36 for example, the patient's facial expressions, which have been recently shown to be important for making decisions in the field of emergency medicine. 37, 38 • During the interview following the recording of the activity, and which is based on this, the external perspective sometimes leads the person interviewed to note information that had escaped him at the time because he had not seen it during the action, rather than reporting the information actually taken into account during the reasoning process. 39 • The fact that the external perspective is different from the physician's perspective may interfere with his ability to recall and explain his reasoning. 35 • The external perspective sometimes leads the person concerned to judge the value of his service, because ACADEMIC EMERGENCY MEDICINE • July 2017, Vol. 24, No. 7 • www.aemj.org he sees himself acting in a situation, which may lead him to analyze his actions and decisions from a critical point of view, rather than recalling the elements that actually affected his reasoning at the time. 36, 39, 40 • It increases the person's self-awareness and external perception relative to his action, because it shows him a picture of himself. The subject interviewed may therefore potentially behave self-protectively, aiming to select the elements that match good practice regulations or that are expected by the researcher, 39 ,40 but which do not necessarily match his reasoning in the situation in question.
In this article, we shall describe an innovative use of video for exploring clinical reasoning-the video recording from an own-point-of-view perspectivewhich, combined with an interview-called "subjective re situ interview"-provides a better understanding of how physicians make decisions, by anchoring data collection in the subject's actual professional practice, i.e., in an authentic environment. 37, 38, 41, 42 
DESCRIPTION OF THE METHOD: A TWO-STEP APPROACH
The method we propose to use to improve the investigation of clinical reasoning in an authentic environment has two steps: 1. A first step, which involves recording the activity in an own-point-of-view perspective; 2. A second step, which consists in using the video recording within the context of an interview aiming to help the physician reconstruct his reasoning. The body of data to be analyzed comprises the written transcription of the audio recording of the interviews.
Step 1: Record the Activity Using an Ownpoint-of-view Perspective The situated subjective perspective-also called "ownpoint-of-view perspective" -consists in recording what the subject sees when handling the situation-and not his behavior in the situation-by positioning the camera so as to film the situation as seen by the subject who is reasoning from his own point of view. 39, 40 This method promotes "reminiscence," whereas a recording from an external perspective tends to prevent this. Reminiscence is a particular form of recall based on reliving a situation already experienced. It promotes "the resurgence of knowledge which is active during situations," "the sequence of ideas occurring during thought," and "an explanation of the action actually taken." 39 It is therefore different from a memory as such, which is a remembering of what the subject experienced and which may have been transformed during the memory storage operation. Reminiscence is a separate act that "allows memory and remembrance." 39 Coupled with the recording of the audio environment, this configuration is used to 
Use during interviewees
Can lead the interviewee to analyze his/her actions critically Helps the interviewee to make his/her reasoning explicit thanks to a greater psychological immersion Increases the interviewee's self-awareness, which may lead him/her to behave self-protectively and try to justify his/her actions Can lead the interviewee to discuss about data that escaped him/ her during patient management
Stimulates the recall of relevant data actually seen by the interviewee during patient management increase the person's psychological immersion. As emphasized by Omodei et al., 40 the own-point-of-view perspective represents "a maximally-powerful stimulus to the spontaneous recollection of those mental events which occurred while the recording was being made." It therefore maximizes the subject's ability to reconstitute the mental processes used to make decisions.
The own-point-of-view perspective has been used in the study of decision making during an orientation course, 35 office workers' activities, 43 clinical reasoning in physiotherapy, 36 clinical reasoning in optometry, 44 decision making by fire service officers, 40 and decision making by rugby referees, 45 but not yet for medical decision making.
Several devices are described in the scientific literature for recording activity from an own-point-of-view perspective:
• A video camera mounted on a helmet worn by the subject. 32, 35 This bulky recording device is likely to disturb the relations between the physician and the patient 36 and thus affect the physician's reasoning. It may also disturb cranial movement and the accomplishment of certain technical operations, especially those performed in emergency medicine.
• A fixed recording device positioned slightly in front of the person so as to film his visual field. 44 This device is not very appropriate to the study of decision making in environments in which the actors are required to move frequently, which is the case in the practice of emergency medicine.
• A microcamera fixed to the subject's temple. 39 The decision to fix a camera to the head of the subjects observed has the advantage of allowing them to see their head movements after the event. Coupled with the audio recording, this configuration increases the subject's "psychological immersion." It maximizes his ability to reconstruct the mental processes used during the action. 40 Furthermore, the fact that the point of view of the video moves like a human eye is a major source of information for the person being interviewed and facilitates the reconstruction of his clinical reasoning during the interview. 46 Some authors consider this situation as being close to three-dimensional simulated environment using virtual reality sets, insofar as the image changes with the head's movements. 40 Recent technologic developments have led to the production of onboard cameras that are suitable for recording activity from this perspective. In the method we describe, the video recording is then used within the context of an interview.
Step 2: Carrying out a "Subjective Re Situ Interview" During interviews to investigate decision making in an authentic setting, the subject interviewed is shown activity via the video recording. The postulate is that the objective recording captured by the video gives the person being interviewed extra support he or she can use when commenting on his actions. 47 When the video is used from an external perspective, the interview takes the form of a self-confrontation interview. The person interviewed is confronted with a picture of his own behavior, since he or she can see him-or herself acting in a situation. The interview that follows the recording of the activity of a person from an own-point-of-view perspective is called a "subjective re situ interview," because it leads the person to "explain his [or her] experience by re-situating it after the event, as closely as possible to his point of view when the event took place (. . .)." 39 This method can therefore be used to help the person relive actions from the past and describe his reasoning so as to make it accessible to the researcher. 48 In a subjective re situ interview, unlike the self-confrontation interview, the video is considered to be a stimulus that promotes reminiscence. 39 In this sense, the subjective re situ interview provides a real "return to the event" experienced by the person being interviewed. 39 It provides researchers who are interested in more than just observable behavior the opportunity to confront the person with a record of the event actually experienced. The sound and pictures provide records of the activity that can be used to support the verbal description and promote recall. 39 The purpose of using a video recording made from an own-point-of-view perspective may differ according to the researchers who use it:
• For Rix and Biache, 39 the video acts as a trigger for the dialogue and discussions held between the person interviewed and the interviewer, the latter using appropriate questions to encourage the subject to describe what he was thinking of during the activity. In this configuration, the interview forms the core of the event and the video is mainly used to place the person's description in context by centering the discussions on specific actions, thus avoiding a general, out-of-context, description;
• For Omodei et al., 40 who work in a deterministic and causal perspective, the video acts as a trigger for objective recall of the mental processes subtending the action, in accordance with the hypothesis that identical perceptions will generate similar mental processes.
No matter what the points of view, it is essential for the interview to involve questions and open reminders. They are based on those used in the explicitation interview. 39 The following questions can be used, for example: "What were you thinking about at that precise moment?" "Can you tell me more about what you were saying to yourself at that moment?" "What do you mean by . . . ?" The aim is to prevent the person being interviewed from producing information he or she did not really use in the situation in question, which could be induced by the manner in which the interviewer asks the questions. 49 The questions also draw on the self-confrontation interview, in that they sometimes aim to refocus the subject's attention on the experience he or she had, with the help of the following questions: "What were you thinking about at that moment?" "And there, what were you interested in?"
THE INTEREST OF THE METHOD FOR THE EXPLORATION OF CLINICAL REASONING IN EMERGENCY PHYSICIANS
For the first time in the field of research into medical decision making, we used a video recording from an own-point-of-view perspective and a subjective re situ interview to study decision making in emergency medicine. 30, 37, 38, 41, 42, 50 Clinical Setting, Data Collection, and Data Analysis We carried out our research in three hospitals: a hospital in the region of Paris (France), a university hospital in a large French city, and a nonuniversity hospital in a medium-sized French city. Five physicians were enrolled in each place to reach data saturation. Our aim was to model decision making in experts. We therefore had to define a number of inclusion criteria to target the experts among the emergency physicians. The validity of experience for this purpose has largely been criticized. We therefore decided to take into account other characteristics, based on previous works on expertise. 51, 52 Among these is the fact of having been trained and of practicing as an emergency medicine specialist, of being a full-time hospital practitioner with exclusive practice in emergency medicine, and of having been designated as "experienced" by the hierarchical superior. 37, 38 We interviewed each subject about a single potentially life-threatening situation that they had to manage in their usual clinical environment. The physicians were equipped with a microcamera mounted at their eye level (HORUS). The interviews were held in French as soon as possible after the situation occurred. They focused on key moments of the patient encounter, spotted on the video by the interviewer (according to the study objectives) and by the physician. To conclude the interviews, the emergency physicians were questioned about their perception of this kind of method. Others spontaneously commented on it.
After their transcription by secretarial staff, the interviews were analyzed using an interpretive approach based on thematic analysis and constant comparison. 37, 38 Items that were related to the method used were specifically encoded using the code "spoke about wearing the camera." Subcodes were then assigned to identify more precisely the effects of using this technique, according to the interviewees. All subjects gave their written consent to participate in this study. Ethics committee approval was granted by the Education and Social Sciences Research Ethics Committee of the University of Sherbrooke, Canada (CER-ESS 2010-71) and by the Committee for the Protection of Persons Northwest 2, Amiens University Hospital, France (A01586-37). We give the main results in the following paragraphs, illustrating them with extracts from the verbatim record.
The Camera Did Not Disturb the Physicians in Their Actions and Did Not Seem to Alter Their Behavior
Contrary to what may have been reported with the use of more bulky devices, 36 using a microcamera did not disturb physicians in their actions. Therefore, most of them quickly forgot about it, which is an important point in reducing the risk that the activity studied might have been modified.
Apart from it sticking and you can feel it pulling behind your ear, things like that, you quickly forget it and it's not a problem.-Physician 1
Without the camera, it was the same. I'd have done the same things.-Physician 3 Nevertheless, several physicians felt the need to wear the camera for a certain time beforehand to avoid being disturbed by the device and to forget it. This observation legitimizes the importance of fitting them several hours before recording the activity, so that they can get used to wearing the device. It includes a microcamera (fixed to the temple or branch of the glasses with steristrip), a recorder (in their pocket), a microphone (attached to their jacket), and wiring between the different components. In our study, the physicians had been equipped as soon as they came on duty and we had informed them that they might need a certain adaptation time for wearing the device.
It was slightly disturbing at first, when I put it on in the morning, but when I saw the patient, no, I didn't even think about it.-Physician 8
You forget it really fast in fact. It's true that at first, it's a bit strange to have this thing dangling there and then afterwards, in the end it's true that I noticed it once or twice, but at a certain moment, you forget the camera.-Physician 15
According to Unsworth, 36 some of the people interviewed had some difficulty, or even a feeling of nausea, on seeing the video, because of the speed and rapid changes of angle caused by the movements of their head. This was not mentioned by the subjects interviewed in our study, even when moving around and head movements in the emergency room were significant. Identical results are described by other researchers. 35, 39 For Omodei and McLennan, 35 this is a consequence of rapid physiologic eye adaptation to these movements. As for Rix and Biache, 39 who underlined the problems of legibility mentioned by people not familiar with the action, they considered that "the lack of difficulty in interpreting the images seems to be due to the fact that this perspective is immediately significant for the actors: their implicit and explicit knowledge allows them to spontaneously see the significance to the context."
The Physicians Can Become Conscious of Reasoning and Actions They Were Not Conscious of at the Time Eva 18 emphasized that "despite the tendency we as humans have to offer explanations for our actions, in reality the sources of our behavior and decisions are often unknown to us." Therefore, physicians find it very difficult to put their cognitive processes and the knowledge they used in the decision making situation, because this was partly done without conscious effort. 15, 17, 21, 53 The existence of so-called nonanalytical cognitive processes-i.e., activated below the threshold of conscious perception-was demonstrated in the 1990s. 54 Their central role in decision making has recently been confirmed with the popularization of the dual-process theory, which distinguishes between an analytical and a nonanalytical system, often referred to as "intuitive." 24, 55 Several times, the subjects interviewed in our study spontaneously emphasized the benefit of the subjective re situ interview in helping them become aware of and put their reasoning and actions into words.
In fact, I'm looking at the facies. It's true . . . In fact, there, I understand, because I was looking at the patient and at the same time I was noticing whether he grimaced, that's all . . . The Own-point-of-view Video Provides an Anchor Point That Facilitates Reminiscence
In accordance with what other authors have described when using an own-point-of-view perspective, 39 the subjective re situ interview does not cause ACADEMIC EMERGENCY MEDICINE • July 2017, Vol. 24, No. 7 • www.aemj.org the subject to criticize his action, but to make the effort to explain his experience. In this procedure, the video provides an anchor point. It acts as a conductor for the interview, because the timing of the activity is respected. 39 We noted the importance of this anchor point several times, through the effect produced by replaying the sequences for which the people interviewed did not initially manage to explain their thought processes. "With the tablet". . . ah yes, it's that, yes it's come back to me. So, I asked him, "Did they spray something under your tongue, because it wasn't very clear in my colleague's file." I'm trying to find out whether it was really just after the trinitin that he started to feel better, but in fact, no, it was before. They arrived and he already started to feel better. Oh yes, I know! I was looking to see if he had pain at the palpation point. There! I'm looking to see if he had pain, if there was hip trauma or something else . . . he had found himself on the ground. It's true that it's funny to see yourself, why I did that at that particular moment, it was really there, I remember now that I see it again.-Physician 14 The own-point-of-view perspective also provides an anchor point for the interviewer, insofar as he can ask the subject questions about actions that can only be observed from this perspective and which the person concerned was not necessarily aware of at the time.
In fact, there, you had a quick look at the scope, hadn't you?-Interviewer Yes, yes, yes, not because it was done unconsciously, I mean it's not . . . It's rather automatic, like a reflex in fact. It's funny that, it's really a complete reflex.-Physician 7
It's a reflex? You don't remember looking?-Interviewer Ah no, that doesn't go either, I take a quick glance, it doesn't alert me any more so I come back, see.-Physician 7
You're looking at the perf bag there, aren't you? -Interviewer Ah well I was looking at the perf and I saw the bag so er . . . I don't know why I was looking at it . . . Perhaps it was purely by chance that I saw the bag.-Physician 6
And on seeing the bag?-Interviewer That made me think, intuitively, I asked him . . . I don't know if I asked him how effective that was, perhaps that was the next question."-Physician 6
The self-confrontation interview supported by the recording of the activity from an external perspective is often criticized, because the people interviewed frequently start giving a standard explanation, in which the activity is described according to the rules. 39 In the field of emergency medicine, these would be, for example, rules of good professional practice and expert conferences. We have only exceptionally noted this type of comment, which comes under what Rix and Biache 39 call "decontextualized generalities." The comments made by emergency physicians interviewed in our study were focused on their experience during the situation with only a few exceptions. The guideline that provides contextualization combined with the video recording from an own-point-of-view perspective in the interview, promotes a faithful restitution of the cognitive processes behind the decisions made during the situation. 39 The Own-point-of-view Perspective Helps in Recalling Feelings and Emotions Reminiscence provoked by the use of a video recording from an own-point-of-view perspective helps in the recovery of feelings and emotions experienced by the person during the activity. 39 What the people interviewed said during a subjective re situ interview may, therefore, include emotional experiences they had as well. 40 We have documented this phenomenon several times, these emotional experiences being not only perceptible during the interview, but also in the paraverbal and nonverbal language used. There I'm really angry. Just anything!!-Physician 6
You're angry?-Interviewer Yes, because they all have tons of drugs and they come to emergency in a swimsuit. Patients who don't know what their treatment is and don't bring it with them, it's terrible! In the end, they pay more attention when they take their car to the garage for a service than when they come to hospital, so what can we do!-Physician 6 I immediately wished I hadn't asked the question. I wish she would have expressed it in her own words. Its funny eh, it's funny, because it's really interesting to look back with the feeling . . . I can feel it now! I shouldn't have put [the question] like that, I should have let her express what she felt, rather than asking her "do you have crushing chest pain?" No wonder she said "yes," but as an automatic response to the suggestion.-Physician 10
Training and Research Perspectives
Intuitive dysfunction is considered by some researchers to be at the origin of most decision making errors in medicine, 56 although the subject is open to discussion and subject to criticism. 57 The use of a method that brings these processes into the person's consciousness and gives him or her the opportunity to put them into words is therefore very interesting, for both research and professional practice. Concerning this last point, it has been acknowledged as being helpful to "provide a springboard to improve the safety, effectiveness, and efficiency of care." 30 It may involve, for example, helping physicians who do not perform well to become aware of their weaknesses, in a context of remedial procedures. Furthermore, the tool's ability to reveal the emotional dimension of decision making provides an interesting research theme within the context of studying links between cognition and emotions, which is very much lacking in the field of medical decision making.
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This is particularly the case in the field of emergency medicine, where the emotions experienced by caregivers are numerous and varied and are seen as directly impacting clinical reasoning and decision making. 21 The tool also offers the opportunity to visualize patients' facial expressions, thus potentially facilitating the exploration of their influence on decision making, which is an emerging research theme. 58, 59 LIMITATIONS The method we describe in this article has some disadvantages. It requires acquiring specific equipment that is potentially expensive and still uncommon. The external perspective video does provide researchers with a certain amount of data (e.g., behavior, actions, movements, and the look on the face of the person being observed), which the physician may bring up during the interview. 19 The own-point-of-view perspective does not provide these type of data. It should thus be possible to record the situation in both own-pointof-view perspective (the video providing support during the discussion with the person interviewed) and the external perspective (the video used as a tool for collecting extra data for the researcher).
Moreover, and as in any situation involving verbal recall of clinical reasoning, we cannot be certain that the information put into words by the subjects after the action really corresponds to the cognitive processes and knowledge used during the action. 60 We have tried to reduce the risk of loss of accuracy by holding the interviews as soon as possible after the patient treatment, which is likely to increase the validity of the data collected. This has sometimes been complex, due to the specificities of the emergency medicine practice. Some authors also suggest giving specific instructions to the interviewed person for this purpose at the start of the interview (for example, "Verbalize what you are thinking at this point in time, not what you may have been thinking during the [. . .] session"). 61 
CONCLUSION
The own-point-of-view perspective coupled with a subjective re situ interview leads to interesting prospects in terms of investigating decision making in an authentic treatment setting, thus constituting an innovative method compared with the conventional external perspective, since it does not have most of the constraints and limits of that method. For the first time in studying medical decision making, we have used it to improve our understanding of how emergency physicians make decision, particularly concerning diagnosis. In the same way as other researchers in various disciplinary fields, we have observed that this method helps reveal the physicians' clinical reasoning processes, notably when these are intuitive, without the technical device used disturbing or changing the action for the subjects observed.
